Human trafficking is an egregious human rights violation with profound negative physical and psychological consequences, including communicable diseases, substance use disorders, and mental illnesses. The health needs of this population are multiple, complex, and influenced by past and present experiences of abuse, neglect, and exploitation. Effective health care services for trafficked patients require clinicians to consider individual patients' needs, wishes, goals, priorities, risks, and vulnerabilities as well as public health implications and even resource allocation. Applying the bioethical principles of respect for autonomy, nonmaleficence, beneficence, and justice, this article considers the ethics of care model as a trauma-informed framework for providing health care to human trafficking victims and survivors.
professionals can be anxiety provoking for trafficked persons whose exploitation is frequently intertwined with histories of abuse, neglect, rejection, and betrayal by family, friends, and intimate partners; and people in child welfare, education, and other positions of trust [9, 10] . Additionally, because of the threat of retaliation by a trafficker against a trafficked person and his or her loved ones, the mere possibility of being identified as trafficked could be a source of fear and internal conflict even if the trafficked person wants to be recognized as a victim and assisted [5, 8, 11] .
This article uses Beauchamp and Childress's principles of respect for autonomy, nonmaleficence, beneficence, and justice [12] to examine some of the ethical dilemmas faced by health professionals when identifying and providing care to trafficked persons. Topics covered include the right to privacy and professional interpreters, the importance of avoiding unnecessary questions and reports to third parties without the patient's consent, and the barriers to accessing and providing appropriate care. Finally, the ethics of care model is proposed as a trauma-informed framework for providing better care to human trafficking victims and survivors.
Respect for Autonomy: Should Clinicians See Trafficked Persons as Helpless Victims or Agents with Decision-Making Power?
The movement to limit the use of the term "trafficking victim" in the anti-trafficking lexicon in favor of such terms as "trafficked person" or "trafficking survivor" is an attempt to counteract the misconception that persons who are or have been subjected to this form of interpersonal abuse are helpless victims [13] . Although it is important to recognize when and how trafficking victims do need help, particularly from clinicians, misconceptions that promote a view of a person as globally helpless are harmful because they can undermine our conceptions of trafficking victims as moral agents who can retain or regain capacities for self-determination and decision making. While the need to facilitate trafficking survivors' growth in their sense of self and agency might have given rise to this linguistic movement, the premise behind it-that trafficked persons lose agency and autonomy, in all respects-is static and flawed. It is a misconception that neither accounts for victims' tenacity in resisting and defying their traffickers while in bondage, nor their capacity for healing and dynamic growth over time once removed from the exploitation. Although influenced by circumstances and feelings of anger, fear, or shame, acts of obedience as well as defiance arguably should be seen as decisions and conscious expressions of autonomy and self-preservation in the context of limited choice and control at a given point in time. As an example, a trafficked person who fears never being rescued may make the calculated decision to obey the trafficker, perhaps to a fault, in order to gain the trust and privileges needed to undertake a successful escape attempt. In the context of health care, trafficked persons who present to health care facilities for clinical treatment are actively gauging their surroundings and the trustworthiness of health care personnel with whom they interact and making decisions about whether to hide or disclose their circumstances and whether to accept or decline assistance [14] . As agents with decision-making power, which they exert to varying degrees depending on the situation, trafficked persons possess autonomy, and the dynamic nature in which they operationalize it in clinical contexts should be acknowledged by clinicians.
Like any patient, trafficked persons are deserving of dignified, respectful health care. Failure to ensure privacy, to enlist professional medical interpreters when needed, and to explain the legal limitations of confidentiality (i.e., mandatory reporting requirements) can undermine the autonomy of patients. In the case of trafficked patients, each of these components is necessary for encouraging independent and informed decisions about whether to disclose and what to disclose about their experiences, for example. Clinicians' failure to engage trafficked persons in an independent and informed decision-making process is an important way in which the principle of respect for autonomy might be breached in the course of caring for trafficked persons.
"Right Versus Right" Actions: Do All Right Actions Result in Good Outcomes?
Health care professionals have an obligation to first do no harm (nonmaleficence), either through acts of omission or commission, and to act in the best interests of their patients (beneficence). Accordingly, positive actions include the removal from harm, prevention of harm, and promotion of good. To carry out these duties, clinicians must seek to understand their patients' needs, wishes, goals, priorities, risks, and vulnerabilities, and factor these into the plan of care.
While removing from harm presumes recognizing that a patient is being trafficked, the principle of nonmaleficence cautions against generating patients' admission or disclosure that they are being trafficked as a primary goal of the patient-clinician interaction. For a number of reasons, trafficked persons are highly unlikely to disclose their situation when accessing health care [5, 8, 9, 11, [14] [15] [16] . Aggressive attempts to confirm a suspicion about trafficking and obtain an admission or disclosure can be psychologically harmful for the trafficked person, potentially triggering intense stress, anxiety, and fear [14, 17] . This would seem to be especially true when disclosures are unwittingly pursued by a clinician in the presence of the trafficker. Similarly, probing for the details of an admitted or disclosed trafficking situation can be retraumatizing, possibly provoking physical and psychological distress as past trauma is re-experienced in the present and thus should be restricted to obtaining the minimum amount of information needed for guiding clinical decisions [17] . For example, following an adolescent girl's disclosure of being sex trafficked, a clinician's curiosity about the total number of men she has been forced to service will not change the decision to file a legal report of child maltreatment and provide prophylactic treatment for STIs but could distress the patient if asked.
Following an admission or disclosure from a trafficked patient, how should clinicians best promote good for the patient? Mandatory reporting laws are intended to enhance patient and community safety and accountability [18] . If the trafficked patient is a child, it is required by law in all 50 states to report child abuse [18] . If the trafficked patient is an adult, health professionals are required by law in all but three states to report injuries caused by weapons or injuries caused in violation of criminal law, suspected abuse, or domestic violence [19] .
When mandatory reporting laws do not apply to a particular case, health care professionals-who, in general, lack the means for protecting trafficked patients outside of clinical settings-must consider the ramifications of reporting to third parties without their patients' consent and despite their patients' declining assistance. Without the law in their favor, the ability to safely and expeditiously remove a victim of trafficking from harm may be limited. Thus, this type of medical paternalism could place trafficked patients and their loved ones in danger of retaliation by the trafficker and perhaps suggest to some that health professionals are untrustworthy and uncaring. Patients' decisions about whether to hide or disclose their situation, and whether to accept or decline clinical assistance, are based on those patients' firsthand experience and knowledge of the potential repercussions. For this reason, their decisions must be respected to the extent possible when mandatory reporting laws and the resources therein provided do not apply.
Is Justice Expressed in the Health Care Trafficked Persons Receive?
In general, trafficked persons have less access to health care services than other people due to the hidden and controlling nature of the crime. Moreover, persons in abusive, exploitative situations prioritize activities focused on day-to-day survival over maintenance activities for overall well-being. These priorities explain trafficking victims and survivors' greater use of complaint-based episodic acute care services (e.g., minute clinics, urgent care centers, and emergency departments) rather than long-term comprehensive primary care services. For example, one study found that in a cohort of sex trafficking survivors, 63 percent reported having received care in an emergency department, and only 22 percent reported having received care in a primary care office [3] . Overall, primary care appointments are scarce and the waiting times long [20] . However, even if trafficked persons have access to primary care, unforeseen events can impede their ability to follow through on recommendations or follow-up with scheduled appointments, and they might, in the end, be "fired" by some clinicians due to repeated no-shows. Keeping in mind the long-term health benefits of comprehensive primary care and the cost savings associated with its focus on preventative and maintenance health care [20] , the unique circumstances surrounding the care of trafficked persons appears to challenge distributive justice (the fair distribution of resources) by limiting trafficked persons' ability to access appropriate and affordable health care outside of acute injuries and illnesses.
Many health care professionals have not received the education and training necessary to recognize the signs and symptoms of exploitation/trafficking in patients with any consistency [16, 21] . Consequently, health care professionals are at a disadvantage because they can be ill prepared to comprehensively assess and respond to the full and complex spectrum of trafficked persons' health needs. Particularly in acute care settings, a comprehensive assessment of the patient's needs, wishes, short-and long-term goals, risks, and vulnerabilities is difficult to carry out or immediately incorporate into a treatment plan. Thus, the ongoing assessment of resource needs and fair allocation among the most vulnerable is also challenged in our care of trafficking victims and survivors.
As with all patients, health care professionals are faced with treatment decisions for trafficked persons that incorporate considerations such as possible medication nonadherence and limited ability to follow through with long-term treatment plans. Clinicians must assess the benefits of each possible treatment plan, weigh the potential risks, present these to the patient, and try to provide consistent, appropriate care to all. In addition, clinicians must consider the risks to the individual and community as trafficked persons can present with needs related to communicable diseases, substance use disorders, and mental illnesses. In the case of STIs, for example, if the clinician suspects that the patient is being trafficked, a point of care single-dose treatment modality, if available and effective, would generally be preferable to a recurring-dose, multiple-day treatment plan that carries a higher risk of nonadherence. Similarly, while pre-exposure prophylaxis (PrEP) can reduce the risk of HIV seroconversion, PrEP requires daily medication adherence and regular follow-up visits for refills to prevent infection and antiviral resistance [22] . Failure to test or initiate therapies due to assumptions about medical treatment adherence must be carefully weighed, and alternatives for more appropriate care that accounts for the unique challenges and circumstances of the patient should be sought as needed and as available. Among trafficked persons, who possess little or no control over access to barrier protection or personal protective equipment, treatment for the same infections and injuries might need to be frequent, and clinicians must remain compassionate and nonjudgmental.
A Trauma-Informed Ethics of Care
Patient care, by definition, is an interpersonal exchange-a human relationship forged by necessity and hardly devoid of sentiment. The philosopher Joan Tronto's ethics of care outlines four phases of care (caring about, caring for, care giving, and care receiving) and their corresponding ethical dimensions (attentiveness, responsibility, competence, and responsiveness) that infuse actions taken and decisions made in the course of care with relational and contextual moral value [23] . The emphasis placed on the caregiver and care-receiver relationship in this care ethics theory is worth exploring in the context of caring for the trafficked patient, especially as it relates to the trauma-informed approach to care.
The trauma-informed approach to care is frequently invoked and widely touted as a useful framework for caring for victims and survivors of physical and psychological trauma [24] . Especially as it relates to the care of victims and survivors of human trafficking, effective care requires a sensitive, compassionate, measured approach with attention to health care practices-such as disrobing patients without warning or proper verbal consent-that could trigger fear, stress, shame, and feelings of inadequacy and stigmatization for that patient. According to the US Department of Health and Human Services' Substance Abuse and Mental Health Services Administration, the traumainformed approach:
1. Realizes the widespread impact of trauma … 2. Recognizes the signs and symptoms of trauma … 3. Responds by fully integrating knowledge about trauma into policies, procedures, and practices; and 4. Seeks to actively resist re-traumatization [24] .
A close look at the four elements of the trauma-informed approach reveals parallels with Tronto's four phases of care and dimensions of care ethics (see table 1 ). Thus, Tronto's ethics of care can serve as a trauma-informed framework of care guided by the four bioethical principles. 
Conclusion
Both principlist and care ethics approaches to trauma-informed care require a clinician's attention to respond to the needs, wishes, goals, priorities, risks, and vulnerabilities of the patient and incorporate them into the care plan. Additionally, both demand that the patient's perspective about the care-whether it's perceived and experienced as fair, appropriate, or retraumatizing-be considered and corrective action be taken. Clinicians who interact with trafficked persons will be more effective health care professionals if they are respectful of their patients' wishes, sensitive to the complexity of their needs, and cognizant of factors that might have rendered them vulnerable to being trafficked in the first place-such as child abuse and neglect-so as to more empathically care for them while proactively avoiding their retraumatization. Indeed, it is reasonable to conclude that integrating these elements into the care of trafficked persons and trafficking survivors will yield better, and perhaps more ethical, results. 
